Objectives: To assess the extent of shared decision-making within goal-setting meetings and explore patient-reported factors that influenced their participation to shared decision-making about their goals. Design: A two-phase explanatory sequential mixed-methods study, using questionnaires and interviews. Setting: A rehabilitation centre and patients' homes. Subjects: Frail elderly patients. Main Measures: Quantitative data were collected after every patient's goal-setting meeting using the Multifocal Approach to Sharing in Shared Decision Making (MAPPIN'SDM) questionnaire that assesses competencies relevant to shared decision-making. Shared decision-making was rated by an observer, patients and staff and compared. Qualitative data were collected through semi-structured interviews. Results: A total of 24 rehabilitation team members and 40 patients (mean age: 83 years) participated. All study participants felt that competency 7a (the language used by staff made sense to the patient) was observed in all meetings. Patients reported that for 22 of the meetings competency 4a, the advantages and disadvantages of rehabilitation, was not discussed. Games-Howell tests for direction of differences between groups showed significant difference (P = 0.001) between patients and staff in whether patients' problems were discussed. Nine patients' interviews suggested that motivation, self-confidence, family support, preparing themselves, getting information about goal-setting and rehabilitation options could enable them to participate in shared decision-making. They suggested that staff should communicate clearly and demonstrate that they are listening to patients but without a paternalistic approach. Conclusion: Staff exhibited most shared decision-making competencies at a good level. However, patients highlighted problems with information sharing and felt staff might not be listening to them. Research and practice should explore tools to address these shortfalls.
Introduction
Within rehabilitation, the goal-setting process is suggested to be a key forum for shared decisionmaking so that patients and professionals can collaboratively set rehabilitation goals. 1 Locke and Latham's theory of goal-setting 2 highlighted that clear goals are needed to motivate people to achieve them. They set out five clear principles, 2 one of which was 'commitment', stating that if a person has participated in setting their goals, they will be more committed to achieving them. Therefore, rehabilitation staff should encourage goal commitment by encouraging patients to participate in decision-making regarding their rehabilitation. It has been proposed that shared decision-making is essential for patient-centred care delivery. 3 Adoption of the principles of shared decision-making 4 by healthcare professionals within goal-setting has been shown to improve patient satisfaction, 5, 6 motivation [7] [8] [9] [10] and functional outcomes. 6, 11 However, a recent systematic review 12 found that comprehensive shared decision-making (within goal-setting meetings) was rarely adopted by rehabilitation teams.
Recent research evaluating patient involvement in goal-setting has investigated wider aspects of goal-setting and patient-centred care, 5, 6, 8, 13 but has not focussed specifically on shared decisionmaking. Therefore, there is a lack of an in-depth understanding of current shared decision-making practice within this process. Studies measuring the extent of shared decision-making among healthcare professionals external to the goal-setting process often use tools that only consider shared decision-making from a single participant's (i.e. observer, clinician or patient) viewpoint. 14, 15 This approach is ineffective as studies show that although staff report they have involved patients, patients report having minimal involvement in these decisions. 13, 16 Therefore, effective assessment of shared decision-making needs to include examining the experiences of the patient, clinician and an observer using the same tool and compared simultaneously. Moreover, these assessments give an estimation of the level of involvement in shared decision-making but do not give an understanding of factors which may have impacted on the shared decision-making interaction resulting in the patient feeling less involved. 13, 16 It is important to understand patients' challenges to develop strategies that enable their future involvement in shared decision-making.
The aims of this study were as follows:
• • To rate the extent to which shared decisionmaking was adopted by staff in rehabilitation goal-setting meetings; • • To compare these ratings to determine differences in the perceptions of patients, staff and an observer; • • To explore the patients' perspective of factors that influence their participation in shared decision-making during goal-setting meetings.
Methods
A mixed-methods approach was adopted in two phases. Phase one comprised of a questionnaire to measure the extent of shared decision-making in goal-setting meetings. Phase two involved semistructured interviews to explore patient-reported factors influencing participation in shared decision-making during goal-setting meetings. Ethical approval for the study was granted by the North West NRES Committee (15/NW/0688). The project took place in two intermediate care rehabilitation settings within community care in a large city in the southwest of England. The first setting was an inpatient rehabilitation centre. The second setting was the patient's own home where rehabilitation was provided by members of the community rehabilitation team. In the rehabilitation centre, goal-setting took place as part of a structured meeting lasting approximately 45-60 minutes with the patient and members of the multidisciplinary team. In the community team, goal-setting was between the therapist and the patient during the initial therapy assessment at home. All staff involved in goal-setting from both teams had received a half day course regarding the shared decision-making process.
In phase one, the researcher (A.R.) screened patients for inclusion in the study after they were referred to either of the teams. Any patient referred to either team with a frailty syndrome as defined by the British Geriatrics Society 17 was eligible for phase one of the study. Patients were excluded if they had a severe communication impairment, did not have the mental capacity to consent, or if their first language was not English. A sample of between 35 and 40 participants was selected based on the likely availability of frailty patients according to referral data from the previous year. From this time period last year, six to seven new frailty patients had been referred to the rehabilitation teams each month over a six-month period.
Rehabilitation staff were informed about the research during a team meeting and were individually approached about participation. All rehabilitation staff were eligible for the study if they were directly involved in goal-setting with patients. The role of observer was undertaken by a researcher (A.R.) who watched the interactions in the goalsetting meetings. Staff and patients were provided with participant information sheets and all participants provided informed, written consent prior to participation.
Directly after staff had set goals with patients during routine goal-setting meetings, the patient, staff member and observer separately completed the 'Multifocal Approach to Sharing in Shared DecisionMaking' (MAPPIN'SDM) questionnaire. 18 The MAPPIN'SDM questionnaire 18 is a validated questionnaire that assesses competencies relevant to shared decision-making. After the questionnaire was piloted with five patients, adaptions were made to make it more relevant to rehabilitation and improve the readability of the original German translation (Supplemental File A).
The questionnaire allowed the patient, staff member and observer to simultaneously score the extent to which shared decision-making competencies were demonstrated within a particular goalsetting meeting. The completed questionnaires were returned to the researcher in sealed envelopes. Following this, the researcher immediately examined the patients' questionnaires to identify those patients who achieved low shared decision-making scores. Patients who scored 0 or 1 (strongly disagree/disagree) on more than one item on the MAPPIN'SDM questionnaire, indicative of low involvement in shared decision-making in goalsetting, were approached by the researcher for participation in the phase two interview study. All questionnaires were then coded to maintain participant anonymity.
Phase two involved semi-structured interviews that lasted an average of 30 minutes. All interviews were undertaken by a researcher (A.R., a 28-yearold white female postgraduate physiotherapist) who had received training in qualitative methods prior to data collection. All interviews took place in a private room in the rehabilitation centre, except for two which took place in the patients' home. Interviews followed a topic guide, which was developed from a qualitative study on patient-centeredness in goal-setting. 19 The topic guide comprised 10 questions related to shared decision-making in goal-setting and barriers, facilitators and strategies affecting shared decision-making. Before data collection began, the topic guide was piloted within the Patient and Public Involvement Team at the local National Health Service (NHS) Trust. Minor changes were made to simplify the language in the topic guide (see Supplemental File B).
Data analysis
Phase one data analyses were conducted using IBM SPSS Statistics for Mac, Version 19 (IBM Corp., Armonk, NY, USA). The frequency of responses from the questionnaire was summarized. Cross-tabulations were carried out to explore the relationship between answers from different participant groups. Demographic and clinical data, such as gender, age and frailty syndrome, were descriptively analysed. The skewness and kurtosis of the data were evaluated and the Welch test was used for the patient data due to these data being non-parametric. 20 Welch tests were carried out on each item of the questionnaires to investigate any differences between the participant groups. When there was a significant difference, Games-Howell tests were used since the assumption of homogeneity of variance was not met, to identify which two groups of participants differed. The level of significance for the Welch tests was set at P = 0.003 due to the Bonferroni correction (0.05/16).
Interview audio recordings from phase two were transcribed verbatim and analysed using thematic analysis, as described by Braun and Clarke. 21 The researcher (A.R.) coded the data and collated the codes into themes. A deductive theoretical approach was taken to the thematic analysis, and the researcher engaged with related research prior to the analysis. To improve the trustworthiness of this analysis, the researcher discussed findings with two colleagues. These colleagues acted as 'critical friends' 22, 23 to assist the researcher to explore their inclinations for certain kinds of evidence, interpretations and explanations and consider alternatives.
Results
A total of 150 patients were referred to the teams during the study period and were screened for eligibility to participate in the study. Of them, 85 did not meet the eligibility criteria because they were younger patients who did not have frailty and 25 patients declined to participate. And 20 patients from each setting consented to take part in phase one of the research. Only 15 out of the 40 patients qualified for phase two, and of these, nine patients consented to participate in the interviews. Common reasons for non-participation in both phases included patients not wanting to 'tell tales' and 'not wanting to get anyone in trouble'. Characteristics of patients are summarized in Supplemental Table 1 .
Of the rehabilitation staff approached for participation, 13 rehabilitation assistants, 6 physiotherapists and 5 occupational therapists consented to participate in the study. Their average length of service was 11 (SD = 8.8) years. Three rehabilitation assistants declined to participate because they did not like the idea of being observed.
Phase one results
In total, 120 questionnaires were completed for 40 goal-setting meetings. The results from the MAPPIN'SDM questionnaires completed by all stakeholders (patient, observer and staff) that denote the extent of shared decision-making within goal-setting meetings can be found in Table 1 . The questionnaire found that all stakeholders perceived that the rehabilitation staff were compliant with most of the shared decision-making competencies. The most observed competency was 7a, confirming that the language used by staff made sense to the patient. Stakeholders felt that this competency was observed in 100% of the goal-setting meetings. Similar results were found for competencies 6a and 6b that staff understood the patient and checked that they had understood the patient during the meetings. Patients and the observer agreed that in 100% of the goal-setting meetings competency 6a had been demonstrated and in only one meeting staff felt this was not demonstrated. The least observed competencies were 3b, 4a and 4b. Patients felt that for 55% of the goal-setting meetings the advantages and disadvantages of rehabilitation were not discussed (4a). Staff and the observer reported that patients did not understand the rehabilitation options for at least 30% of the meetings (competency 3b).
Differences between groups in the MAPPIN'SDM questionnaire. The Welch tests indicated significant differences between groups for questions 1a, 2b to 4b and 7b to 8b (see Table 2 ). Staff and patients only significantly disagreed (P = 0.001) on question 1a that considered whether the patients' problems were discussed in the goal-setting meeting. Patients and the observer significantly disagreed on 6 out of 18 questions and staff and the observer significantly disagreed on 4 out of 18 questions. The GamesHowell test was performed to identify the direction and magnitude of differences on these variables and Table 2 summarizes the significant differences between the groups for the nine subquestions.
Phase two results
Interviews were conducted with a purposive sample of nine patients who disagreed that one or more of the behaviours listed in the MAPPIN'SDM questionnaire 
Intrinsic patient factors.
Patients discussed the importance of feeling motivated to participate in goal-setting. George reflected on his goal-setting experience in hospital:
I think as a person you have to have those 'man management' skills to motivate yourself … one guy on the hospital ward with me just could not be bothered.
Another key characteristic discussed among patients was their perceived confidence. Some patients mentioned that they did not feel confident to speak up and give their opinion during goal-setting meetings. Consequently, this would hinder participating in shared decision-making or even set goals for themselves. Victoria reported 'I am not very confident at doing things by myself'. Victoria did not actively engage in setting her goals and therefore her daughter-in-law set goals with the rehabilitation team. Motivation and confidence seemed to enable patients to assume responsibility to be involved in decision-making: However, Sophie would rather let staff set goals for her, reporting that staff were the 'experts' and they should be telling her what to do. As well as creating a calm environment, some patients wanted their family members to be present to encourage them to speak up. These patients talked about their family being a motivator, reminding them what they could achieve and the need to set goals.
Past experiences of goal-setting. Some patients talked about life experiences that had prepared them for the goal-setting encounter. George had played football regularly and was used to setting goals. When asked what encouraged him to contribute to setting goals, George replied, I used to play a lot of sport … it is easy to talk about goals … you need goals … it's no good you saying well we will just come back next week and give you exercises. You have to have something to aim for.
Patients' previous experience of hospital admission appeared to prejudice them about their ability to contribute. Patients recollected that in hospital they were not entitled to choice when setting their goals. None of the patients reported attending a goal-setting meeting in hospital or similar experience. Brenda said, In hospital they did not have meetings like this it was quite different … well … they want you to do what they thought [following the goals set by the clinicians].
Some patients thought that a hospital environment that had set 'rules' in place inhibited patient choice, but in the community the 'rules' were more lax and they could participate better:
In hospital you have to keep to the rules … I didn't quite feel I was able to contribute to decisions … the surroundings are different here. (Andrea)
Theme 2 -'impact of staff interaction on shared decisionmaking'.
This theme describes problems with breakdown in communication during the staffpatient interaction around goal-setting. Patients suggested that they struggled to follow the meeting and subsequently some patients did not perceive that they had actively and positively participated in shared decision-making. Some patients discussed issues in therapeutic relationships due to a paternalistic approach by staff during their stay in hospital.
Communication breakdown. Staff communication within goal-setting was considered difficult to follow by some patients, which caused them to forget topics discussed afterwards. Betty reported, On the other hand, in the questionnaire completed by the member of staff involved in this goalsetting meeting, staff had reported that they thought Betty was aware of her goals and they checked whether she had understood her goals. Staff felt the patient had understood everything discussed; however, the patient felt otherwise.
Receptiveness of staff was identified by patients as an aspect that encouraged them to participate and discuss goals, for example, if staff elicited their preferences and showed they were listening. The importance of staff showing to patients that they are listening was highlighted by three of the patients interviewed. Brenda was asked what motivated her to contribute to goal-setting and she replied, If the staff are listening. Sometimes I feel the staff aren't listening and therefore I'm not going to say anything.
Therapeutic relationship. A proportion of patients discussed their goal-setting experiences in hospital and often described a very paternalistic approach of staff which inhibited shared decision-making. A few patients commented that staff did not seek their opinions about goals and were not given the opportunity to ask questions. Consequently, patients behaved passively. Theme 3 -'preparation for the shared decision-making process'. This theme emphasizes the importance of staff-patient communication regarding the sharing of information about the rehabilitation process and goal-setting itself at the beginning of each meeting. A key strategy suggested by patients that helped them prepare for goal-setting meetings was agenda setting.
Decision support. Setting an agenda for themselves before the meeting was suggested by patients to help them plan their discussion for the goal-setting meeting. Making a list was especially helpful when patients had memory deficits: 
Providing information about rehabilitation options.
The majority of patients in this study reported that they were not given enough information about rehabilitation options (e.g. exercises, practising domestic and personal care tasks, functional exercises). Patients felt that this negatively affected their ability to set goals. If they knew what rehabilitation options were available, they might be able to see how and what they could achieve. Sophie reported, This is the reason why I came here … to get more therapy and rehab … but they did not discuss these options. The staff have not explained to me what rehab options are available.
Contrarily, a few patients had a positive goalsetting experience recalling that staff did explain the rehabilitation options:
The goal-setting meeting yesterday was a lot better compared to in hospital. At least I knew what was going on and how they are going to help me. Then I knew what I wanted to do … I want to be able to walk a bit more steadier than I am … and get my hands working. (Hayley) Explanation of goal-setting. A few patients suggested that staff could have done a better introduction to the meeting. Things they wanted included in this introduction were an explanation of the word 'goal', what the meeting would entail and the patient's role in the meeting. They wanted staff to explain how they could break down a long-term goal into smaller goals:
I would have preferred them to break things down more … to help me understand how I could achieve going home and being independent. It is hard to understand what I need to do to achieve this. (Victoria)
Discussion
Participants who took part in the goal-setting meetings perceived that the rehabilitation staff were compliant with the majority of shared decision-making competencies assessed by the MAPPIN'SDM questionnaire. Patients gave staff a low score for the competency concerning information provision about rehabilitation options and the disadvantages and advantages of rehabilitation. Differences in perception between staff and patients were found to be minimal. In the interviews, patients highlighted problems with communication breakdown during the meetings and felt that staff should have made it explicit to patients that they were being listened to.
The teams in this study actively sought the patients' preferences and tried to involve them in goal-setting, as well as staff checking with the patient during the meeting that they had understood them. However, research investigating shared decision-making with patients in hospital and General Practitioner settings found that practitioners did not employ shared decision-making effectively potentially due to the short consultation times (average 13 minutes). They found that with lengthier consultations more shared decisionmaking competencies were observed. 24 In this study, shared decision-making was potentially applied more effectively because in rehabilitation settings interactions are generally of a longer time length. For example, in the rehabilitation centre goal-setting meetings lasted approximately 45-60 minutes. General Practitioners often report that using shared decision-making takes too much time and can often delay their clinics. 25 However, shared decision-making advocates would argue that spending additional time with a patient to reach the right decision leads to better outcomes and decreases the likelihood of having to revisit this decision in the future. 3 In this study, all staff had received shared decision-making training, which may be a reason for the high compliance in shared decision-making competencies identified. Previous studies [25] [26] [27] [28] have found that teaching healthcare professionals about shared decision-making can lead to improved staff communication skills, staff decision coaching skills, an increase in patients taking an active role in decision-making and improved perceptions of shared decision-making by patients. 24 It has been suggested that shared decision-making could be introduced to students at undergraduate level. 29 These studies, along with this research, highlight the importance of all staff having a basic understanding of shared decision-making before they engage in goal-setting with patients.
Patients in this study described a strict hospital environment with a set routine that inhibited patient choice, compared to the more relaxed intermediate care setting with a more flexible routine. Other studies have discussed different environmental factors that inhibit shared decision-making, including too much noise, 30, 31 presence of a severely ill patient on the ward, 30,31 uncomfortable room temperature 31 and lack of privacy. 19 These factors can be more easily controlled in the community, that is, in a private room or in their own homes which may be why patients were able to engage in decisionmaking more easily in this study. If staff can provide a quiet, private room for goal-setting to take place, patients should find it easier to engage in decision-making on a ward.
This study identified differences in the level of shared decision-making reported by healthcare professionals and patients. Maitra and Erway 13 found similar differences with 10 out of 11 occupational therapists reporting that they had discussed goals with their patients; however, only 13 out of 30 patients could remember their goals. The reasons for this difference may be explained by patients in this research who explained that they had struggled to follow their goal-setting discussions and consequently forgot topics discussed afterwards. However, this can be overcome by preparing patients prior to meeting, having simple discussions and giving patients a copy of their goals. 9 This study found that patients were more likely to participate in goal-setting if a member of staff appeared to be listening. This appears crucial in the success of the meeting because otherwise the patient may disengage. Kidd et al. 32 advised staff to demonstrate good listening skills by paraphrasing and seeking explanation for patient's views. If staff repeated back to patients what they had interpreted, then patients knew they were being understood. Soundy et al. 33 expanded on these listening skills to include being sensitive to the patient's emotional needs, taking the patient seriously and making the patient feel respected. By staff using these skills, patients are more likely to engage in the shared decision-making and consequently retain what was discussed.
In this study, patients felt that staff could have done a better introduction to the goal-setting meeting, explaining the purpose of the meeting and rehabilitation options available. They also wanted explicit signs that they were being listened to. Giving more information on rehabilitation options could help patients identify task complexity. Making patients aware that they are being listened to involves feedback on what was discussed during goal-setting. Based on the goal-setting theory, 2 laying out complexity of tasks and feedback are essential to goal achievement. Preexisting tools such as a booklet that explains goal-setting (Scobbie et al. 9 ), the role of the patient and rehabilitation team, as well as an agenda-setting tool, could prepare patients better for participating in goal-setting. Adding information regarding rehabilitation options to this booklet will further help patients understand the complexity of tasks to be carried out. Summarizing discussions after a meeting, giving patients copies of their goals and goal-setting meetings could be different ways to give feedback and make explicit that they are being listened to.
A main limitation of the study was its small sample size. In the recruitment phase, there were a high number of patients who did not consent to participate, especially over the Christmas season and some patients not wanting to 'tell tales'. The researcher was not directly involved in recruitment which meant no patients were coerced into participating, but this also affected the recruitment rate. It is possible that if the researcher had been involved, she could have answered any queries on the spot and assured patients that their care would not be affected by their participation, thereby improving recruitment rates. Having a larger sample size would have made the results more representative of the frail population. Another limitation was the potential influence of the research on staff behaviour. Staff had read the information sheets and knew the purpose of the research. In addition, the presence of an observer could have made participants behave differently to their usual goal-setting practice. Only two of the nine interviews were conducted at home and therefore it was not possible to identify any patterns or biases in responses arising due to settings.
This research has shown that most patients want to be involved in the decision-making process if the professional supports them to make that decision (e.g. by providing information about the patient's condition and rehabilitation options). Healthcare professionals should give patients an explanation prior to a goal-setting meeting regarding the process and outline the rehabilitation options, possibly with a patient-friendly booklet. Further research could consider developing a goalsetting aid that prepares patients for goal-setting. Moreover, it is possible that the broader principles from the findings can be applied to wider settings in healthcare such as in a General Practitioner setting. Further research needs to be carried out across other healthcare settings and teams to measure the extent of shared decision-making and establish whether differences in perception are present between staff and patients. 
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